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Case Management Supervisor Review Report

This report is a compilation of the information from the individual Case Management Monthly
Evaluation (HCBS-7) forms that have been completed during home visits, incident ~ critical
event reports and agency caseload information.

The Supervisor collects and compiles the information to respond to the questions on this report.
The report may be submitted in the CITRIX server environment or by using a similar form (Word
document) found on the Waiver Program resource page located in the Health Department Aging
Division website (www.health.wyo.gov/aging/indes.html).

Submitting the Supervisor Report electronically

The report can be located by selecting the “Supervisor Report” “Click!” button located in your
agency CITRIX Consumer List screen. The example below shows the “LTC Waiver” teal
background screen. The same screen format is also located in the “ALF Waiver” with a maroon
background. They are accessed using the same basic steps.

BE SURE TO COMPLETE A SEPARATE SUPERVISORY REPORT
FOR EACH WAIVER

DO NOT COMBINE TOGETHER INFORMATION FROM BOTH WAIVERS!
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Clients Assigned to Case Manager o e
Provider
Client list |Last First

"l add a new client and plan

Print plan for client - highlight individual
Select plan date for client I =l

Delete plan(s) for client - highlight individual

Delete highlighted client and all person's plans | Click!

Delete a plan for the highlighted client
Select plan date I ;I Click!

Plans not yet processed Aaing PAs

Plans rejected Aging | Lt Revort [{By ACS Click!

Double click on name to view or add a plan for dient
PIN Change | Clickl

Plans not submitted and removed Click!

Rejected demographic mods Click!

Supervisory Report Click!

Form Yiew ‘ l:”:“:“:“:ll:”:l




Entering information in the Supervisor Report form:

1. “Beginning Date” - for this quarterly report.
NOTE: Starting dates must be January 1%, April 1%, July 1* or October 1*in each year.

“Ending Date” - Based on the date entered in the “Beginning Date” field, the “Ending
Date” will automatically fill with the correct quarter ending date.

“Provider” - Name and number field will auto fill based on your log in PIN number.

“Name of person responsible for this report” - Type the name of the person responsible
for the content and information in this report.

“Their title” - Select from the list the title of the person responsible for this report.

CGuarter Dates of 9
Shis Heport

a Boginning Date | MM Endng Date | /|

(| Pritit b orithl t
] Their title -I AL LKA (s

Manth 1 | Month 2 | Month 2

# of monthly visits [HCBS5-7) completed this month m Critical evenis occurring this monith
# of APS information kits provided/reviewed this month m APS referrals

# of client safety planning reviews this month ” Law Enforcement referrals
# of late renwal plans this month [after the 25th] m Injuries requiring medical attention

# of clientz not receiving all authorized plan zervices m wandering away/elopements
# of clients having a care conference this month ” Hospitalizations

Flan amendmenits submitted this monith

Case Manager/Coordinator correction

Client requested change

Record: I4| 4 || I |b| |>*| of 3 (Filtered)




The form has three tabs ~ one for each month of the reporting quarter.
The form will open at the “Month 1” tab.

NOTE: The name of the first month of the reporting quarter will automatically
show in the box below the tabs. This is a visual check to be sure you are in the
correct MONTH.

Using the information from the Case Management Monthly Evaluation forms and other agency
reports complete the following fields:

6. “# of monthly visits (HCBS-7) completed this month” — The number of monthly evaluation
visits done this month.

“# of APS information kits provided / reviewed this month”.
“# of client safety planning reviews this month”.

“# ?f late renewal plans this month” — The number of renewal plans not submitted by the
25",

“# of clients not receiving all authorized plan services” — The number of clients not
using all the service units they had authorized on their plan of care.

“# of clients having a care conference this month” — The number of waiver client care
conferences held this month.

Quarter Dates of

This Report : ,
Beginning Dote [N g Dore |~ [ Cede e e
Provider NHame of person responsible for this report _I
Frint tonthly reports

l I

# of monthly visits [HCBS5-7) completed this month -.‘
# of APS information kitz provided/reviewed this month m APS refenals

# of client zafety planning reviews thiz month Law Enforcement refermrals

# of late renwal plans this month [after the 25th] Injuries requiring medical attention

Wandering away/elopements

Hoszpitalhizations

Caze Manager/Coordinator conmection

Client requested change

Record: I<| 4 || 3k IH |D*| of 3 (Filkered)




Continue with the Column for “Critical events occurring this month”. Compile the information
from the Case Management Monthly Evaluation forms and agency internal incident or critical

event reports.
“APS referrals”.
“Law Enforcement referrals”.
“Injuries requiring medical attention”.
“Wandering away / elopements”.

“Hospitalizations”.

Quarter Dates of
This Report
Beginning Date | MM Ending Date | |

Mame of person responsible for this report _I
_ T heir title - Frint Monthly reports
tdanth 1 I Month 2 I tonth 3
# of monthly vizits ([HCBS-7) completed this month m Critical events occurring |

# of APS information kits provided/reviewed thiz month m APS refemrals

Law Enforcement refemnrals

1 of client zafety planning reviews this month

# of late renwal plans thizs month [after the 25th] Injuries requirning medical attention

# of clients not receiving all authorized plan services Wandenng away/elopements

# of clients having a care conference this month ” Hospitalizations
Flan amendments submitted this -
ase Manager/Coordinator correction ]
Client requested change
A

Record: I1| 4 || 3k |>I |H*| of 3 (Filtered)

“Plan Amendments submitted this month” Section.

17. “Case Manager / Coordinator correction” — The number of amendments submitted to
correct Case Manager/Coordinator errors.

18. “Client requested change” — The number of amendments submitted to make client
requested plan changes.

A “Comments” field is included for any additional information. However, an entry is not required.




Printing the Supervisor Report

You may print a copy of this report for your records by choosing the “Print Monthly reports”
button located near the “ending Date” field. Each month of the quarter prints as a separate
page. A preview of the report page will appear. Be sure you are in the correct record.

Use the printer icon from the toolbar to print each month’s page for the three month report.

Supervisor Review Quarterly Report

Prowder lBEBT HOME HEALTH Mame ofperan ID!W!
eniaring d at

THe Inau Eny Speda

11205157 16

Quarter Oates of

Ending Catr Iﬁ

geo® % one thicmonh Erilical evesls s covinyg this meath

#0of.PH paohetcdichibuted 4hicmonth LPEreRml s

#of new allent planc cubm Hed $icmonth Law Bvtimement rewmals

#ofrone::al plan soompleted hicmonth Inprie srequiring m edioal atenton

#oflale renval planchicmonth @ater he 26h) Wanderin g avrawslopementc

#ofolients not reoelung all auhor aod plan @rdoes Coah o

#of ollentchaung a pare oon#renoe thicmonth |

Man asveadenenlc cunlbanilted £hic s ntlh

Caa Manageracoo rinator oorreodon z
Clisntreque st F

Commen s dverpovernowend

Because this is a CITRIX form, the Division can acc  ess your data from
the server.

You do not need to mail any reports to the Division




Submitting the Supervisor Report in paper format

For providers that are not currently using the CITRIX server to submit Care Plans, the report
must be submitted manually to the Division.

The templates for this report may be found on the Department of Health, Aging Division website:
(www.health.wyo.gov/aging/index.html ). From the Aging Division Home Page follow the links:
“Information for Providers”

“Information Resources”

“Medicaid Waiver funded Resources”

“Waiver Resources Page”

There are two forms located there: one to report Long Term Care Waiver information and a
second form to report Assisted Living Facility Waiver information.

Case Manage ervisor nthly Report
Long Term Care Waiver

Provider Name
MName and title of person responsible for this report
Date reportis submitted

Month / Year of this Report —~

CRITICAL EVENTS OCCURING THIS MONTH

CASE MANAGER/CARE COORDINATOR ACTIVITIES

AP S refermils
Law Enformement refemals

#of monthiy vislts (HCHS-7) this montn

#0of APS Informstion kits provided / reviswsd this month

Injuries reguirnng medical attenticn

#of clisnt ssfsty planning reviews this month.

#of late renswal plane this month (after the 25th)

#of ciients not recstving sl suthorzred plsn sarvices _this montn

#0f clisnts having & care confersnce this month

Wandering awayelopements

Hospitalizations

PLAN AMENDMENTS SUBMITTED THIS MOMNTH

Case ManagerCoordinatorCorrection

Client reguested change

ISIEEEE

| Case Manageme i onthly Report
Assisted Living Waiver

Provider Name

Mame and title of person responsible for this report

Date reportis submitted

Month / Year of this Report —

CASE MAMNAGER ACTIVITIES

#of monthily visits |HCBS-T) sted this month

#of APS Information kite prowvidsd § reviewsad this month

#of cliant safety planning rewviews this month

#of late renswal plane this month {after the 25th)

#of ciients not recehving &l suthonzed plan sarvices  this montn

#of clienta having a care confersnce this month

CRITICAL EVENT S OQCCURING THIS MONTH

AP S refermls
Law Enforcement referrals

Injuries reguiring medical attention

Wandering awawelopements

Hospitalizations

PLAN AMEMNDMEMNTS SUBMITTED THIS MONTH

Case ManagerCorrecticn

Client regue sted change

foamattad ATF oif




Entering information in the Supervisor Report form:

Both forms have the same questions to complete. Enter the following information:

Provider Name
Name and title of person responsible for the information in this report.
Date the report is submitted

Month and year of this report

Case Manage Supervisor Review Monthly Report
ong Te| 2 Jare Waiver

Provider Mame

MName and title of person responsible for this report

Date reportis submitted
77N\
5

CASE MANAGER /| CARE COORDINATOR A CRITICAL EVENT 5 OCCURING THI S MONTH
APS refermals
Law Enforcement referrals

Month / Year of this Report ~

£of monthiy visits {HCB 5-7) complsted this month

#of APS Information kite provided ! reviewsd this moenth

njuries reguiring medical attention

2of client eafsty planning reviews this month.

#of lste renewal plans this month (arter the 25th)

£of clients not recetving all suthorized pian esrvices  this month

£of cllents hawving a care confarence this month

Continue with the section “Case Management / Care Coordinator Activities

5. “# of monthly visits (HCBS-7) done this month” — The number of monthly evaluation
visits done this month.

“# of APS information kits provided / reviewed this month”.
“# of client safety planning reviews this month”.

“# ?f late renewal plans this month” — The number of renewal plans not submitted by the
25t .

“# of clients not receiving all authorized plan services” — The number of clients not using
all the service units they had authorized on their plan of care.

“# of clients having a care conference this month” — The number of waiver client care
conferences held this month.
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Continue with the section “Critical Events Occurring This Month

11. “APS referrals”.

12. “Law Enforcement referrals”.

13. “Injuries requiring medical attention”.
14, “Wandering away / elopements”.

15. “Hospitalizations”.

Case Management Supervisor Review Monthly Report
Long Term Care Waiver

Provider Name

Mame and title of person responsible for this report
Date reportis submitted

Month / Year of this Report ~ 11 ?
CASE MANAGER { CARE COORDINATOR ACTIVITIE 5 CRITICAL EVENTE OCCUR| TH'S”'

APS refermls
Law Enfomement referals

#of monthly visits (HCB 5-7) completed this month

#0oT APS InTomaticn kits provided ¢ reviewsad this montn Injuries requiring medical a ion

#0ofT chient saftety planning reviews tnie montn. W andering awawelopements

# 0T lata renswal plans this montn {ather the 25th) Hospitalizations

£of cllania not recalving sl suthorzed plan ssrvices thismonth
#of clients not recelving _all suthorized plan services this month PLAN AMENDMENT 5 SUBMITTED THI S MONTE

#of clients having 3 cars confersncs this month Case ManagerCoordinator Corre ction

Client regue sted change

Complete the last section “Plan Amendments submitted this month

16. “Case Manager Correction” — The number of amendments submitted to correct Case
Manager/Coordinator errors.

17. “Client requested change” - The number of amendments submitted to make client
requested plan changes.

Any additional comments to provide clarifying information can be written at the bottom or on the
back of the form.

Printing the Supervisor Report

A copy of this report can be printed the same as any other Word document.
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Timeline for submitting reports

The forms need to be completed electronically or mailed to the Aging Division Waiver Program
using the following timeline:

Supervisor Quarterly Reports must be entered in CIT  RIX or mailed to
the Aging Division Waiver Program Manager 60 daysf  ollowing the
close of the calendar quarter.

Information for the Months of January ~ February ~ March due June 30"

Information for the Months of April ~ May ~ June due September 30"
Information for the Months of July ~ August ~ September due December 31°

Information for the Months of October ~ November ~ December due March 31°'
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